The principles of the Health in All Policies (HiAP) approach are not new. Their international roots can be traced back to 1978 and the Alma-Ata Declaration and the 1986 Ottawa Charter. In Finland, the roots of HiAP go back to 1972 when the Economic Council of Finland, chaired by the Prime Minister, launched the 'Report of the working group exploring the goals of health'. The paper discusses the history, rationale, and implementation of the principles underlying the umbrella concept of HiAP. A rationale for implementing a new concept -HiAP in 2006 during the Finnish European Union presidency -is given. The focus here will be on implementation of HiAP. International material supporting the implementation is introduced and practical examples from Finland presented. The Benchmarking System for Health Promotion Capacity Building is introduced, since it has been used as a primary source of information for monitoring and evaluating HiAP in Finland at the local level. The experience from Finland clearly indicates that HiAP as an approach and as a way of working requires long-term commitment and vision. For working across sectors it is crucial to have data on health and health determinants and analyses of the links between health outcomes, health determinants, and policies across sectors and levels of governance. Intersectoral structures, processes, and tools for the identification of problems and solutions, decisions, and implementation across sectors are prerequisites of HiAP. Legislative backing has proven to be useful, especially in providing continuation and sustainability.
Background
The principles of the Health in All Policies (HiAP) approach are not new. The international roots of the HiAP concept can be traced back to 1978 and the WHO International Conference on Primary Health Care and the Alma-Ata Declaration, which emphasized the role of sectors other than health in the creation of the health of the people: '… the highest possible level of health is a most important world-wide social goal whose realization requires the action of many other social and economic sectors in addition to the health sector' [1] . Subsequently, the World Health Organization (WHO) global health-promotion conferences continued the work started in Alma Ata. Although the principles are not new, the umbrella concept itself is new. It was introduced for the first time during Finland's European Union (EU) presidency in 2006. Thereafter, it has been established as an approach for horizontal health policy on a European and global level.
Aim
This paper begins with describing the underlying principles, history, and development of HiAP ( Figure 1) . Thereafter, the focus is on implementation. The paper presents some of the key guiding documents for the practical implementation of HiAP using Finland's experience as an example. Finally, the evaluation of HiAP is described from the monitoring perspective by introducing an extensive health-promotion capacity-building monitoring system that serves as a basis for evaluating the successfulness of HiAP implementation in Finland. The paper has adopted a broad perspective on the concept of health. It shares the view of determinants of health set out by Dahlgren and Whitehead (1991) [2] , which highlights the role of different categories (e.g. individual lifestyles, community influences, and living and working conditions) on the health of the population and individuals.
Milestones of the HiAP approach
Although the Alma Ata conference in 1978 and its declaration can be considered as the start of the international, systematic development of intersectoral action, similar work had started in Finland already in 1972. The Economic Council of Finland, chaired by the Prime Minister, had then launched a 'Report of the working group exploring the goals of health policy' [3] . The tasks of the working group that prepared the report were: a) map the outcomes and objectives of the health policy; b) find and develop individual indicators that can be used to measure community level health; c) find and develop measures that can be used in order to obtain the necessary data to build the indicators identified in the above task; and d) to make a preliminary recommendation for an organization that would be responsible for obtaining the necessary data. In the recommendation, the key findings were summarized as follows:
Most of the measures required by the comprehensive preventive health policy are actually to be implemented in the areas of other sectors of society: economic policy, labour policy, housing policy, social welfare, social security, agriculture policy, traffic policy, trade policy etc. (p. 93) Since the report was published only in Finnish, it was never recognized in the international arena. However, the roots of the Finnish HiAP approach can be traced to this document. The work that was documented in the report of the Economic Council of Finland initiated a more systematic effort across sectors for health and health equity and has since been a continuing work stream in Finnish health policy. Figure 1 highlights some key international milestones towards the launch of the HiAP concept and the development thereafter. For the international health-promotion community, the Ottawa Charter [4] , which was launched as a result of the first WHO Global Conference for Health Promotion in 1986 has been considered a forerunner, paving the way for a more holistic understanding of health and the role of other sectors in health promotion and continuing the work that Alma Ata started. Although it was launched over 30 years ago, it is still relevant and up to date. The Ottawa Charter launched the concept of 'Healthy Public Policy' and the 2nd WHO Global Conference on Health Promotion in Adelaide in 1988 continued to further emphasize the importance of all sectors and identified four key areas for immediate action: 1) supporting the health of women; 2) food and nutrition; 3) tobacco and alcohol; and 4) creating supporting environments [5] .
Some 10 years later, steps towards concrete action were taken when the Intersectoral Action for Health (IAH) initiative of the WHO undertook reviews of intersectoral work at the local, national, and global level. The work was done for the preparation of the 'Intersectoral action for health: a cornerstone for health for all in the 21st century' conference that was held in Canada in 1997 [6] . The conference assessed problems and progress, identifying future policy and strategies that are appropriate for the 21st century. The main conclusion was that while intersectoral action was found to be working, the successes and failures needed to be further analysed and assessed, with the lessons learned widely disseminated. A summary of successful results achieved thorough IAH was presented in the plenary by von Schirnding as follows: a) a broader approach to health; b) better policies, plans, practices; c) health more visible on the political agenda; d) knowledge of organizational structures and management strategies that work; and e) knowledge of practical requirements for implementation. Successful examples mentioned in the report included the Ontario Premier's Council, Canada, Healthy Kuching City, Malaysia, and Beijing 
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Healthy City, China. In general, there seemed to be agreement that IAH had worked best at the local level. The report also stated that desirable development was not seen in the areas of environmental issues or smoking reduction. As a concrete tool for engaging and getting other sectors on board, the Gothenburg Consensus paper on health impact assessment (HIA) was launched in 1999 [7] . The paper targeted policymakers in order to facilitate the adoption and further development of HIA. HIA as a procedure to analyse in advance the possible health effects (negative or positive) of a decision related to a project, programme, or policy is a fairly well-established methodology, and thus an important measure in implementing HiAP [8] .
As presented above, the concept of HiAP did not emerge in a vacuum, but was a result of both national and international developments. Without going into too many details, a rationale for introducing a new concept, HiAP, during the Finnish EU presidency in 2006 is provided below.
Although HiAP is close to concepts like 'Healthy public policy' and 'intersectoral action for health', some drawbacks in these concepts were observed. First, the most important shortcoming was that an implementation gap was still seen. There was no practical guidance on how to implement the principles of healthy public policy or IAH in real-life policymaking. Second, Finland had joined the EU some 10 years previous (in 1992) to the launch of the concept. During this time, it had faced the reality that Member States had given some of the policymaking powers to the European Commission and no longer had complete control over all health-related policies. For example, Finland needed to give up the restrictions on travellers' alcohol imports from other EU countries -an issue that was a very important factor in Finnish health policy. Third, some traditional Finnish health policy issues like alcohol and tobacco consumption were seen as merely agriculture issues in the EU at that time, and not as health and social policy issues, as they were in Finland. Fourth, it was also felt that impact assessment (IA) reports were not considered to contain health impacts proper and that the law-making institutions (the Commission, Council, and Parliament) did not pay enough attention to them (see, e.g., Ståhl [9] ). Finally, however, there emerged a legal obligation for the EU to protect the health of the citizens of the EU. This was clearly stated in the Treaty of Amsterdam (1997): 'A high level of human health protection shall be ensured in the definition and implementation of all the Union's policies and activities', and this formed the rationale and backbone for the launch of the new concept in 2006.
After the EU presidency and the launch of the book 'Health in All Policies: prospects and potential' [10] , the concept also drew international interest from outside the European context. Globally, a significant milestone was the 8th Global Conference on Health Promotion (8GCHP) in Helsinki, Finland, 2013, which had HiAP as its main theme. During the preparations of the conference, the concept was also defined and agreed by the international community for the first time. According to the Helsinki Statement on HiAP (2013), Health in All Policies is an approach to public policies across sectors that systematically takes into account the health implications of decisions, seeks synergies, and avoids harmful health impacts in order to improve population health and health equity. It improves accountability of policymakers for health impacts at all levels of policy-making. It includes an emphasis on the consequences of public policies on health systems, determinants of health, and well-being. (p.1) [11] As key outcomes of the 8GCHP, the WHO resolution on Action Across Sectors for Health and Health Equity [12] was accepted in 2014 and the Framework for Country Action for Health and Health Equity was adopted in 2015 [12] . Other conference documents, like the Helsinki statement on HiAP, and a publication 'Health in All Policies: seizing opportunities, implementing policies' by Leppo et al. [13] further enriched the international literature, in which practical tools for the local-level implementation of HiAP in particular had started to grow since 2005 [14] [15] [16] [17] .
implementation of HiAP: experiences and examples from Finland
The key elements of implementing HiAP are described in the HiAP Framework for Country Action [18] in Figure 2 . The framework gives concrete guidance on the implementation of each element, while also presenting some examples. Although the framework is meant to be a guidance tool, it can also be used as a review tool to inform the steps to be taken [19] . Then, the focus is on situational analysis in order to give better understanding of the key elements that would need the most urgent attention.
Next, elements of the Finnish HiAP approach are presented: needs and priorities, structures and processes, assessment, and monitoring and evaluation. The frame for planned action is 'embedded' in the needs and priorities and processes elements. Due to limited space, the core of the capacity building is not presented here, although it is discussed more thoroughly by, for example, Melkas [20] .
Needs and priorities
One of the key actions of this element is to ensure that there is high-level political will and commitment available for HiAP. It is crucial that governments see health and health equity as a key responsibility that ensures sustainability in policymaking. In Finland, the HiAP approach has a strong legal base, which also gives ground for need assessment and for defining the priorities for action.
The Constitution of Finland, section 19 (1999) states: 'The public authorities shall guarantee for everyone, as provided in more detail by an Act, adequate social, health, and medical services and promote the health of the population'. This is further elaborated in the Local Government Act, section 1 (1995): 'Municipalities shall strive to promote the wellbeing of their residents and promote sustainable development in their areas'. And the key activities of the local governments are more specifically determined in the Health Care Act (2010).
The Health Care Act [21] defines five tasks for the municipalities that form the basis for HiAP: 1) the municipality needs to assess and take into consideration any effects that its decisions may have on the health and social welfare of residents; 2) objectives and measures must be set out in municipal strategies; 3) responsibilities for health and welfare promotion need to be assigned; 4) the various local authority departments shall work together in health and welfare promotion, and also cooperate with non-governmental organizations (NGOs) and private enterprises; and 5) the municipality needs to monitor and report on the health and the welfare of its residents by population groups on a yearly basis to the municipal council. A more extensive report must be given to the municipal council every fourth year.
On the national level, needs and priorities are defined through several processes. Recently, the preparation and implementation of the government programme, which operates for the term of the government (four year), is an important process in needs assessment and in setting priorities (see also below). The needs and priorities are operationalized through several cross-sectorial policies and programmes: for example, national healthy nutrition guidelines (2014) by the National Nutrition Council; 'On the move -a national strategy for physical activity for promoting health and wellbeing 2020' (2013) by the Ministry of Social Affairs and Health (MSAH); and the national strategy for walking and cycling 2020 (2011) by the Ministry of Transport and Communications.
National structures to support the implementation of HiAP
The MSAH has an Advisory Board on Public Health that can empanel sub-committees. Most of the ministries, universities, some NGOs, and trade unions were represented in the Advisory Board when it was last in operation in 2012-2015. The current government has not yet nominated the new Advisory Board, although it has a legal base [22] .
The government is currently exploring whether there are new ways of working across sectors and could those replace previous structures [23] . A potential new way of working across sectors is connected to the current government programme and its Key Programmes. It has a sub-project 'Confirming cross-sectoral structures for taking into account health, wellbeing and equity in all sectors early enough', which started in 2015. This sub-project aims to develop a new model for cross-sectorial work and recommendations for action. The core of the new model consists of a description of how all sectors of government can best take into account the potential impacts of their decisions and actions on health, well-being, and inequality, and how they can promote health, well-being, and equity in their work.
On the national level, Finland has many horizontal committees with a strong health focus and are led by other ministries than health. For example, the National Nutrition Council is run by the Ministry of Agriculture and Forestry, and the National Committee on Healthenhancing Physical Activity is run by the Ministry of Education and Culture. Typically, these committees have members from all relevant ministries, NGOs, trade unions, the research community, the private sector, and municipalities. There are also other horizontal mechanisms where health issues are discussed, for example, in meetings of the Permanent Secretaries.
The EU affairs coordination system, with its 35 sectorial, preparatory sub-committees, was created after joining the EU in order to formulate Finland's positions on EU matters. The EU coordination is an important structure, since it serves as a systematic platform for civil servants from different ministries to meet and discuss up-to-date issues and, thus, to gain increased understanding of the thinking, processes, and issues of other sectors [23] .
National processes to support the implementation of HiAP
Consultations on draft legislation, policies, and programmes are widely used and well-established practice in Finnish national policymaking. Consultations are not limited to ministries alone, but also with NGOs, trade unions, the research community, the private sector, and municipalities. Citizens can comment on the draft legislation through an online website available in Finnish or Swedish (www. lausuntopalvelu.fi).
As a new process, more systematic work across ministries was started for the preparation and implementation of the current government programme. The work included a network of representatives from all ministries, a series of working seminars, with all the ministries participating (before the election, three two-day workshops in 2013-2014 for civil servants and experts, and, two months prior to the election, a one-day seminar for members of parliament in 2015), and a joint writing process involving a number of ministries that resulted in a draft roadmap for intersectoral collaboration and sector-specific implementation plans. The government programme's subproject described previously was a continuation of this process [23] .
The preparation and implementation of the crosssectorial programmes, such as those based on the work of the horizontal committees described previously, ensure that different sectors and ministries meet each other regularly. This is important not only for the implementation of the specific issue, but also for the creation of an understanding of the needs and priorities of other sectors. These processes also enable people from different sectors to make personal contacts with each other, which is important for achieving a mutual understanding of common interests, for creating trust between the sectors, and for negotiating the best possible solutions when there are disagreements.
Assessments to support the implementation at national level
An IA of a law proposal by the government to the parliament is mandatory in Finland. The Ministry of Justice has published Common Guidelines for all the ministries to follow [25] . The guidelines define the procedures for the assessment and the impacts to be assessed. Health impacts are assessed as a part of social impacts.
In order to improve and ensure the quality of the IA for the proposed legislation, a new mechanism was created, and the Legislation Assessment Council was appointed in December 2015. The council is an independent and impartial body attached to the Prime Minister's Office. The role and tasks of the council are defined in the decree ordered in 2015.
In addition to these assessments, there are mandatory IAs that also have a health component; for example, in legislation covering environmental IA (1994) and the Land Use and Building Act (2000). However, the health component is sometimes quite narrow and there could be room to widen the health impacts considered in these assessments.
evaluation of HiAP: implementation at local level
The evaluation of HiAP as a research issue has started to appear on the international research agenda. The discussion has initially centred on the development of models and frameworks for evaluation [25] [26] [27] and some evaluations have also been carried out [28] [29] [30] . In Finland, we have closely monitored the extent to which municipalities have implemented the tasks and obligations set out in the Health Care Act. In what follows, the Finnish Benchmarking System for Health Promotion Capacity Building (BSHPCB) is briefly introduced, since it has been used as a primary source of information when assessing how well HiAP has been implemented in Finland at the local level. Only the work of the municipalities is described, and not the results achieved on the population level, which is a very complex and challenging task that has been discussed previously (see, e.g., Bauman et al. [27] ).
The rationale for building the BSHPCB comes from the latest national public health strategy from 2001, which proposed that measures taken in population health promotion should be considered in the funding of municipalities [31] . However, there was very little accurate and comparable nationwide information available on health-promoting activities in the different administrative sectors of Finnish municipalities. To fill this information gap, a national development project funded by the MSAH was started in 2006. BSHPCB and its online benchmarking tool, called TEAviisari (http://www.teaviisari.fi/en/), was released in March 2010 after four years of active development. It provides comparable, objective indicators for the management, planning, and evaluation of health-promotion activities in municipalities. It is developed and run by the National Institute for Health and Welfare in close cooperation with the MSAH, the Ministry of Education and Culture, the Association of Finnish Local and Regional Authorities, and the Finnish National Agency for Education.
Data collection and reporting are based on the theoretical health-promotion capacity-building framework [32] , which has seven dimensions that the organization should consider: commitment of the organization to the promotion of population health; management of health promotion; population health monitoring, needs assessment, and evaluation; resources for health promotion; common working practices; public participation/partnership in the planning and evaluation of activities and services; and other core health-promotion functions.
Data are collected biannually from all municipalities and in the following sectors of administration: primary healthcare, basic education, upper secondary education, vocational education, physical activity and sport, municipal management, and services for older people (Table I) .
A few results of the indicators measuring the requirements of the Health Care Act are presented in the following to illustrate how the monitoring and evaluation is done in practice in Finland. Section 11 of the Act states that municipalities need to 'assess and take into consideration any effects that their decisions may have on the health and social welfare of residents'. This is measured by asking municipalities 'whether they are considering the impacts of decisions on the health and wellbeing of the inhabitants in the following activities' (results in parenthesis for the year 2015): a) preparation of plans and programmes (61% no, 35% in some sectors, and 4% in all sectors' activities in the municipality); b) preparation of the decisions for the boards of the municipality (62% no, 34% in some sectors, and 4% in all sectors' activities in the municipality) c) preparation of the municipal strategy (73% no, 21% in some sectors, and 6% in all sectors' activities in the municipality).
Section 12 of the Act obligates municipalities to 1) set objectives and measures in municipal strategies, 2) assign responsibilities for health and welfare promotion, 3) ensure various local authority departments work together in health and welfare promotion, and to also cooperate with NGOs, private enterprises, and 4) monitor and report on the health and welfare of their residents by population groups. For example, 10% of the municipalities in 2015 still had not defined the person/body responsible for health and welfare promotion. Most of the municipalities had a cross-administrative working group for health and welfare, but only in 16% of municipalities was there NGO representation and only in 5% was there a private sector representative. Although all municipalities should have had 'an extensive report on health and welfare', 21% did not.
We can also observe trends, since data collection has already been carried out three times with municipal management (all the indicators can be found from teaviisari.fi/en, where the data are also available in English). Figure 3 shows the overview of the dimensions that reflect the implementation of HiAP at the local level. The single indicators described above are just examples of the 72 indicators in total reported in the municipal management data.
The data clearly indicate the weaknesses and strengths in the implementation. Although the system is primarily developed to support the work of the municipalities, it enables national consideration of the development as well as indicating activities and areas that need more attention.
The data have been widely utilized by municipalities, regional actors, and national authorities and bodies. Municipalities are using the data, for example, in setting performance targets, in compiling welfare reports, and in the development and evaluation of their activities. Regional state administrative agencies have used the data to support the health-promotion work of the municipalities within their region, and hospital districts for supporting the development of primary healthcare in their area. The National Supervisory Authority for Welfare and Health have used the data to evaluate law enforcement, for example, in monitoring the preparation of the welfare reports. The government of Finland has used the data in monitoring the fulfilment of the strategic targets of the national budget, as well as in the preparation of legislation.
Finland now has fairly extensive experience (eight years) of monitoring HiAP in the municipalities. Based on that experience, we can say that it is possible to gather comparable information on various HiAP-related activities. However, the indicators must be objective (no self-assessment), interpretable (indicating good quality), and explicit enough to allow for auditing to further improve the reliability and quality of the data. Free, open, online databases and user interfaces also improve the quality of the data and facilitate its utilization.
conclusions: lessons learned in Finland
The experience from Finland clearly indicates that HiAP as an approach, as a way of working, requires long-term commitment and vision. For example, in Finland the commitment and long-term vision has been created through national strategies (e.g. the Government Resolution on the Health 2015 Public Health Programme, set out in 2001), legislation (e.g. healthcare in 2010), and the utilization of international momentums (e.g. Finland's EU presidency in 2006 and the 8GCHP in 2013). Everyday policymaking has indicated that HiAP is difficult to achieve without people and expertise within the health sector who have time, resources, and sufficient knowledge of policies in other sectors.
For working across sectors, it is crucial to have data on health and health determinants and analyses of the links between health outcomes, health determinants, and policies across sectors and levels of governance. Public health infrastructure and access to equity sensitive data and knowledge are essential. Finland has extensive health-monitoring data reaching as far as 1972. Recent data on the health-promotion capacity and activity of the municipalities complement the already good data base.
To have a proper discussion and understanding of all sectors' roles in promoting health and wellbeing and health equity, it is important to have good health literacy among the public, policymakers, media, and civil servants. This needs to be promoted both at the national and local level through seminars, training, and public discussions in the media (see, e.g., Ringsberg et al. [33] ).
Intersectoral structures, processes, and tools for the identification of problems and solutions, decisions, and implementation across sectors are prerequisites for HiAP. Without permanent structures and processes, HiAP will not be systematic, but will be merely ad hoc, working case-by-case and depending to a great extent on the expertise and will of the individuals. Legislative backing has proven to be useful, especially in providing continuation and sustainability.
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